We wish to report an episode of air being administered to a critically ill patient rather than oxygen, due to a mix-up with wall-mounted flowmeters. An elderly gentleman in ventricular tachycardia was anaesthetized in a resuscitation area for emergency cardioversion. Afterwards, what was thought to be high flow oxygen was administered via facemask. Mild hypoxaemia (p a O 2~8 kPa) persisted, but the cause was unclear until it was noticed that the mask tubing was connected to a piped air flowmeter. Once this was corrected, hypoxaemia improved and the patient suffered no adverse consequences.
While there are standards for the design and colour of gas cylinders and pipeline outlets, there are none for flowmeters. 1 In this case the error was caused by the anaesthetist (new to the hospital that week) viewing the flowmeter from the side ( Figure 1a ) with another mask dangling from above obscuring the label (Figures 1b and c) .
The use of non-interchangeable connectors for anaesthetic gases has reduced the potential for administering the wrong gas, but mistakes like this are clearly happening frequently enough for the UK National Patient Safety Agency to issue guidance on the matter. 2 They suggested potential solutions including capping air flowmeters, clearer labelling, and that air flowmeters should only be attached when required. Even they recognized that these are weak barriers based on human or administrative actions, which would be inadequate for the safe delivery of other drugs. 3 The universal outlets of oxygen and air flowmeters -whether attached to pipeline supplies in hospitals or cylinders in surgeries and ambulances -both accept oxygen mask tubing, and while this persists we believe that this error will be made repeatedly, potentially to the detriment of many patients.
D W Wheeler 1 , M Patten 2

Competition ratios for different specialties and the effect of gender and immigration status
Thank you for publishing the essay by McNally. 1 It highlighted thoughts concerning competition for specialty places.
It is more striking to see real numbers quantifying the statistical fact that women are more successful at specialty selection than their male counterparts, than the often exaggerated tales from senior clinicians explaining such.
It could be an interesting exercise to see whether the increase of women in medicine, and as mentioned by the author concerning success rates for specialty posts 'that women have such a high success rate because only the most able apply' could impact upon the perceptions of success by men, so that only the most able apply from both sexes. Furthermore, it might be worth investigating in the future the impact such a gender imbalance has upon competition ratios for general practice.
As a student representative for progressive change concerning undergraduate medical education throughout my undergraduate medical career, it should be noted that significant progress has been made concerning the surgical specialties -the surgical colleges have demonstrated significant sustained interest in educating medical students and junior doctors concerning their craft.
The overwhelming emphasis should be on producing thorough careers advice to medical students from a holistic perspective. This is particularly relevant to my generation of medical students and junior doctors who must chose a specialty much earlier in their postgraduate, and even undergraduate, careers. 
LETTERS
However, the significant careers advice that abounds concerning specialties can often be ignored by those meant to benefit -thus it should be encouraged that students should mould an investigative mindset that underpins success.
Simon Lammy
Final 
Confusion in equal measure
Sir, With successive ocular oscillations I was able to visually partake in your scripted correspondence which you had consensually contributed to the JRSM. 1 It was only by this due process, and not, I hasten to add, by any other assimilated or subjunctive discursions [sic], that I am both rendered and obligated (here and now, that is, in this present moment of time) to concur and unconditionally agree with your stated and assumed viewpoint. Your avowed, declared and affirmed stance is admirable -and I am minded to assume a positive, and thus non-negative, psyche which is in turn positive (and thus non-negative) in both willpower and essence. That said, one must remember, that I should not publicly nor openly state these assertions. We know that overt is superior to covert, but equally it then surely is by the same token akin to the pouch of Douglas in your own profession: what lurks therein should by definition lurk. To be seen to be not lurking implies a measure of dissimilitude, and this leads to a lack of perspective. Elaboration evaporates to a greater sense of overdoing. And the result? Well, failure of course. Just as the sun should never set on a breech, then too much exaggeration leads to the greater folly. The folly of Lord Darzi's attempt at evidence-based medicine. To gain a foothold in such arguments is to clutch at random ideas which float, ballpark-figure-like, in an imaginary delusional ether.
My point is thus: it is to realize that this letter will be of greater worth but, surely, lesser by dint of its certain context. My approach in such matters is but surely akin to that of your own.
In shared and mutual confusion, Yours etc, DOI 10.1258/jrsm.2008.08k027
Prognosis: medical magic
I was surprised that Dr Sokol's essay on medicine and magic did not mention the soothsaying activity of doctors. 1 Prophesying clinical outcome is an everyday medical activity but this relies heavily on mathematical probability. To the patient, a doctor who can foretell the future may appear to have the charisma of the magician but today most patients believe that our predictions are based on solid scientific facts. Our diagnostic skills are derived from our observations of the attributes of a disease, without necessarily identifying the cause. In fact, with the exception of diseases related to micro organisms, aetiology is a mystery around which we elaborate unproven hypotheses. Herein lies the magic of medical practice. We operate not by sleight of hand but by sleight of word. Prophesying leans heavily on historic non intervention but our ethic is to treat according to the acquired knowledge within our own speciality. Characteristically we do not recommend placebos to cancer patients as alternatives to chemotherapy. Prognosis could be seen to offer the patient either a stick or a carrot. Without treatment, 'you will die'. With treatment, 'you may live a bit longer'. We bolster our beliefs when, with treatment, the patient survives beyond that arbitrary deadline. What if, after a period of reflection, the patient defies the witchdoctor and goes it alone? Do we continue to review that patient in outpatients knowing that management, with their eye on the purse, see these follow-ups as loss leaders? Do these loners fall into the sympathetic laps of the nurse-specialist or practice nurse? The 'sympathetic' but devious medical alternative might be to continue to see the patient, except privately. If the patient changes their mind we will probably change the prognosis for the worse. How often have we seen our prognostications and those of others turned on their heads? Patients' choice may be influenced by our messianic fervour to treat and their lack of medical literacy. 2 Prognosis carries a mystical/magical power of prediction and is all too easily used as leverage. The magician performs his trick and deceives us. Doctors merely deceive themselves.
